
CNAR PEDIATRIC INTAKE QUESTIONNAIRE

The purpose of this questionnaire is to obtain information about your child and family, which will help me understand your child more completely.  Please feel free to add as much information as you wish, and use the back of these pages if you need more room for your answers.  Also, I will be glad to discuss any questions that you would like to talk about in person, rather than answering on this questionnaire.  I appreciate the time and effort necessary to complete this questionnaire.  Please be reminded that the information you share is confidential and cannot be released without explicit written consent.

General Information

Child’s Name 








   Date:  





DOB:____/____/____  Age:________  Gender:____________  Race/Ethnicity:__________________________  

Grade:____________________   School: __________________________________________________  

GPA:________      

Person completing this form (name)  









 

Relationship to child  



  Phone (home) 

 (work) 



Address  














Who referred your child to us? 







__________________ 
For what reason? (describe the problem)  








______ 
When was this problem first noticed?  










What are your goals for this evaluation?








______ 
Pregnancy and Birth History

During the pregnancy with your child, did the mother experience any of the following complications?






NO
YES



If yes, please describe.

Infection



___     ___










Bleeding



___     ___










Excessive weight gain/loss

___     ___









Unusual physical strain/injury
___     ___










High blood pressure/toxemia

___     ___










Heart problems


___     ___










Gestational diabetes


___     ___










Kidney problems


___     ___










Anemia



___     ___










Unusual emotional strain

___     ___










Drank alcoholic beverages

___     ___

Frequency 







Took medications or drugs

___     ___

Type/Frequency 






Smoked cigarettes


___     ___

Frequency 







Other problem or illness

___     ___










Estimated length of pregnancy 

 (weeks)        Age of mother when child was born 


Was labor induced?    YES   NO          If yes, for what reason? 







Type of delivery: ___ Vaginal  ___ Caesarian   ___  Breech
         Were forceps used?    YES   NO 

Birth weight ______ lbs.  ______ oz.        
APGAR Score (if known): ____________   

Did the baby need medical assistance to start breathing?    YES   NO

Was the baby in the Neonatal Intensive Care Unit or other special care nursery?    YES   NO

   If yes, please explain 












   Did the baby require any other special treatment at the time of birth?    YES   NO

   If yes, please describe 












How long did the baby stay in the hospital after birth? 







 
Any complications during the first year of life? _________________________________________________ 
Developmental History

At what age did your child:

Take first steps _________________


Speak first words _______________

Tie shoelaces ________________


Speak in short phrases (2-3 words) _______________


Ride a bicycle ________________

At what age was your child fully toilet trained (day and night) ______________

Did he/she have any wetting or soiling accidents? (day/night – ages) ______________

Any current wetting/soiling accidents? __________________________________________________________


What hand does your child use for writing? ________________

Does he/she use the same hand for most activities, such as brushing teeth, eating with a spoon, throwing a ball?

 _________________________________________________________________________________________

Did he/she receive occupational or physical therapy?    YES   NO   
 If yes, when, where, and for what reason? 








______ 

Did your child experience any speech/language problems?  If yes, please describe. _________________ 
_____________________________________________________________________________________ 

Did he/she receive speech/language therapy?    YES   NO   
 If yes, when and where? 








__________________ 

Health and Medical History

Has your child had any of the following?

NO
YES
Age(s)


Please describe

Convulsions, seizures, staring spells

___     ___
_____







Ear infection/hearing problem

___     ___
_____

Ear tubes?




Asthma and/or allergies


___     ___
_____

List allergens




Lead poisoning or toxic exposure

___     ___
_____







Tics or twitches



___     ___
_____







Does your child have any hearing or vision problems? ______________________________________________

Please indicate if your child or a family member on either side have had or currently have the following (circle one):

  If you circled yes, please indicate who:

1. ADHD



YES   NO   __________________________________________
2. Autism/Asperger’s Disorder
YES   NO   __________________________________________

3. Autoimmune Disorders 

     (e.g., arthritis) 


YES   NO   __________________________________________

3. Cancer


    
YES   NO   __________________________________________

4. Concussion/Head Injury

YES   NO   __________________________________________

5. Diabetes



YES   NO   __________________________________________

6. Epilepsy 



YES   NO   __________________________________________

7. Genetic Disorder


YES   NO   __________________________________________ 

8. Headaches/Migraines 

YES   NO   __________________________________________

9. Heart problems


YES   NO   __________________________________________

10. High Blood Pressure

YES   NO   __________________________________________

11. High Cholesterol


YES   NO   __________________________________________
12. Learning Disabilities

YES   NO   __________________________________________
13. Mental Retardation

YES   NO   __________________________________________

14. Seizures



YES   NO   __________________________________________

15. Serious accidents


YES   NO   __________________________________________

16. Stroke or “mini stroke” (TIA) 
YES   NO   __________________________________________

17. Tremor



YES   NO   __________________________________________

18. Thyroid problems


YES   NO   __________________________________________

19. Vitamin Deficiency

YES   NO   __________________________________________

20.  Surgeries



YES   NO    
If yes, indicate type of surgery and date:  

________________________________________________________________  Date ____________

_________________________________________________________________ Date ____________

_________________________________________________________________ Date ____________

_________________________________________________________________ Date ____________

Other health problems    YES   NO  _____________________________________________________ 
Has your child ever been hospitalized since birth?     

YES   NO          If yes, please describe 









 

What time do you put your child to bed on a school night? _______________

What time does your child actually fall asleep? _______________

Any sleep problems (snoring, nightmares, frequent awakenings)? _____________________________________

Any feeding difficulties? _____________________________________________________________________

Please provide the following information about long-term medications your child has taken in the past or is currently taking:


Name of medication

Dosage 
Ages when prescribed 
Reason for prescription
Do you have any concerns regarding your child’s mood? ____________________________________________
Has your child ever had a psychological evaluation or received psychotherapy?    YES   NO
If yes, at what age, for what reason, and with whom? 







  
Has your child ever had a neurological evaluation (e.g., EEG, MRI)?    YES   NO
If yes, at what age, for what reason, and with whom? 







 
School History

What is your child’s current grade point average (GPA)? _________________

Has your child ever repeated or skipped a grade?    YES   NO       If yes, which grade(s)? 




Did your child have learning problems in:  ___preschool or kindergarten; ___elementary school; ___middle 
school; or ___high school?   If yes, please describe 





















__________________ 
Has your child received a psychoeducational evaluation?    YES   NO          If yes, at what age, for what reason 
and by whom? 












Has your child ever received special education services or participated in the gifted program at his/her school?   
 YES   NO          If yes, which grades and type of services? 





















____________ 
What type of grades did your child make in elementary school? _____________ middle school? 

______

high school? 



Does he/she excel in any subjects? _____________________________________________________________
Are any subjects particularly difficult for him/her? ________________________________________________
Have his/her grades been fairly stable?    YES   NO          If no, when and how was his/her performance 
different?  











____________ 
Any behavior problems in school?  _____________________________________________________________ 
Has he/she ever been suspended or expelled from school?    YES   NO   If yes, at what age and for what 
reason(s)? 








______________________________  
Social History
Who is your child currently living with (please list everyone in the household): __________________________ 

__________________________________________________________________________________________ 


Birth Mother






Birth Father
Name 







Name 







Age ​​____  Highest grade completed _________

Age ​​____  Highest grade completed ________
Occupation 






Occupation 






Has your child ever experienced any recent stressors such as parental separations, divorces, or death(s)?   
 YES   NO     If yes, please describe: 





______________________________ 

Please list any extracurricular activities your child participates in: _____________________________________ 

__________________________________________________________________________________________
Do you have any concerns about your child’s social skills? __________________________________________
Thank you for your thoughtful completion of this questionnaire!  Your answers will help me to better understand your child and his/her unique strengths and weaknesses.  If there is other information you would like to provide, please feel free to make additional comments on the back of this sheet.

